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Abstract
Background: The importance of involving men in reproductive, maternal and child health programs is increasingly
recognised globally. In the Pacific region, most maternal and child health services do not actively engage expectant
fathers and fathers of young children and few studies have been conducted on the challenges, benefits and
opportunities for involving fathers. This study explores the attitudes and beliefs of maternal and child health
policymakers and practitioners regarding the benefits, challenges, risks and approaches to increasing men’s
involvement in maternal and child health education and clinical services in the Pacific.
Methods: In-depth interviews were conducted with 17 senior maternal and child health policymakers and
practitioners, including participants from five countries (Cook Island, Fiji, Papua New Guinea, Solomon Island, and
Vanuatu) and four regional organisations in the Pacific. Qualitative data generated were analysed thematically.
Results: Policymakers and practitioners reported that greater men’s involvement would result in a range of benefits
for maternal and child health, primarily through greater access to services and interventions for women and
children. Perceived challenges to greater father involvement included sociocultural norms, difficulty engaging
couples before first pregnancy, the physical layout of clinics, and health worker workloads and attitudes. Participants
also suggested a range of strategies for increasing men’s involvement, including engaging boys and men early in
the life-cycle, in community and clinic settings, and making health services more father-friendly through changes to
clinic spaces and health worker recruitment and training.
Conclusions: These findings suggest that increasing men’s involvement in maternal and child health services in the
Pacific will require initiatives to engage men in community and clinic settings, engage boys and men of all ages,
and improve health infrastructure and service delivery to include men. Our findings also suggest that while most
maternal and child health officials consulted perceived many benefits of engaging fathers, perceived challenges to
doing so may prevent the development of policies that explicitly direct health providers to routinely include fathers
in maternal and child health services. Pilot studies assessing feasibility and acceptability of context-appropriate
strategies for engaging fathers will be useful in addressing concerns regarding challenges to engaging fathers.
Keywords: Father involvement, Men’s involvement, Male involvement, Men as partners, Expectant fathers, Maternal
and child health, Pacific
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Background
The importance of involving men in reproductive, ma-
ternal and child health programs has gained increasing
recognition since the mid-1990s when key international
conferences in Cairo and Beijing highlighted the tremen-
dous benefits that actively engaging men can have for
the health of men, women and children [1–7]. In many
contexts worldwide, men tend to be the decision makers
within families and heavily influence decisions regarding
contraception and STI prevention; the allocation of
money, transport and time for women to attend a health
centre for antenatal care or to give birth; nutrition and
workload during pregnancy; and health care for children
[6, 8, 9]. Yet men are often unable to make informed
choices in such matters because they have been excluded
from reproductive, maternal and child health services
and education. Research suggests that efforts to engage
men can positively influence birth spacing and use of
contraceptives [10–14], maternal workload during preg-
nancy [15, 16], birth preparedness [17, 18], postnatal
care attendance [19], and couple communication and
emotional support for women during pregnancy [10, 14,
15, 20]. In addition, research into the influence of hus-
bands and fathers on health-related behaviours suggest
that building men’s knowledge regarding maternal and
child health may be beneficial in terms of care-seeking
for pregnancy and birth [21–31], infant feeding practices
[32–36], childhood immunisation [37], and care seeking
for childhood illness [24, 34, 38].
In the Pacific region, many countries have made sig-
nificant progress on improving reproductive, maternal,
newborn and child health in the past decade [39]. How-
ever, the burden of poor maternal and child health re-
mains heavy. The Millennium Development Goal
(MDG) Region of Oceania, which includes Pacific Island
countries such as Fiji, Kiribati, Papua New Guinea
(PNG), Samoa, Solomon Islands, Tonga and Vanuatu,
has the second highest maternal mortality ratio by re-
gion in the world, with 187 deaths per 100,000 live
births [40]. This region has an under 5 mortality rate of
51 per 1000 live births, more than double the regional
MDG target for 2015 [41]. In line with growing inter-
national recognition of the important role of men in ma-
ternal and child health (MCH), some Pacific national
MCH policies now highlight the importance of engaging
men – particularly fathers and male partners – in health
education and clinical services related to MCH [42–44].
However, literature regarding MCH service provision in
the Pacific rarely mentions men or fathers, and the scant
research focusing on men’s involvement in MCH sug-
gests that, in practice, expectant fathers and fathers of
young children are rarely engaged in MCH-related
services [45, 46]. While several studies have explored
community and health worker perceptions of male
involvement in MCH in the Pacific [45–48], less is
known about the views of senior MCH policymakers
and practitioners (referred to here collectively as
‘MCH officials’). This paper explores the attitudes and
beliefs of senior MCH officials regarding the benefits,
challenges, risks and approaches to increasing men’s
involvement in MCH in the Pacific region.
Methods
Semi-structured, in-depth interviews were conducted
with senior MCH policymakers and practitioners work-
ing in the Pacific, between September 2011 and March
2012. The Pacific region is defined here in line with the
MDG region of Oceania [49], which includes the Cook
Islands, Fiji, Kiribati, Marshall Islands, Federated States
of Micronesia, Nauru, Niue, PNG, Samoa, Solomon
Islands, Tokelau, Tonga, Tuvalu, and Vanuatu. The
knowledge, attitudes and beliefs of senior MCH officials
about men’s involvement in MCH in the Pacific are
likely to influence practice in MCH services. Given the
dearth of information currently available, a qualitative
study design employing in-depth interviews using stand-
ard question guides was employed to build our under-
standing of this topic.
Study participants
We sought to include senior MCH officials working in
the Pacific region [49]. Senior MCH officials were de-
fined as any senior policymakers working within national
health departments and working on national MCH pol-
icies or plans, senior public hospital staff specialising in
MCH, senior university staff involved in health worker
education and training, or representatives of regional or
national non-government organisations working on
MCH issues. Participants were identified using ‘snowbal-
ling’ techniques: the first round of contacts (seeds) were
identified by searching attendee lists of regional mater-
nal and child health conferences and personal contacts
of authors, and then by asking interviewed contacts to
nominate other appropriate senior MCH policymakers
and practitioners for interview.
We sent email invitations to 33 individuals to partici-
pate in this research. Of these, 18 participants responded
to invitations and agreed to be interviewed, including:
four senior staff members at departments of health, five
participants from UN agencies (WHO and UNFPA), five
senior hospital staff, two senior university staff, one from
a regional NGO and one from a regional network. Par-
ticipants and their organisations represented the region
(4), or a specific country in the Pacific, including Cook
Island (1), Fiji (1), PNG (8), Solomon Island (3) and
Vanuatu (1).
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Data collection
Three interviewers conducted in-depth interviews with
participants using a standard question guide. Interviews
were conducted via telephone or, where possible, in per-
son. Sixteen individuals participated in verbal interviews,
and two participants providing written responses to
interview questions. Of the verbal interviews, 14 inter-
views were conducted individually with just one partici-
pant present, while two participants from the same
organisation preferred to be interviewed together. Inter-
views took between 30 and 60 min and addressed i) po-
tential benefits, ii) challenges, iii) risks and iv)
opportunities for increasing men’s involvement in MCH
clinical and education services in the Pacific region. All
interviews were conducted in English and key points
and quotations recorded by hand.
Data analysis
Interview notes were initially reviewed based on broad
themes of interest, namely: potential benefits of greater
involvement of fathers in MCH clinical and education
services; challenges in engaging more with fathers; pos-
sible risks associated with greater father involvement in
MCH; and opportunities for involving fathers in MCH.
Subsequent analysis of interview notes involved induct-
ive data-driven coding of the text to identify and synthe-
sise recurrent issues in the data. Data was coded
manually by two authors (WH and JD), and all coding
reviewed by a third author (JV), with any differences in
coding resolved through discussion. Relevant quotations
have been used to illustrate themes in the presentation
of study findings.
Results
Perceived benefits of greater male involvement
Increased access to health services for women, children and
men themselves
There was wide agreement that increasing the engage-
ment of men in MCH is important and would yield con-
siderable health and other benefits for families. Many
participants emphasised men’s cultural role in decision-
making regarding access to MCH care. They highlighted
the many potential benefits of giving men information to
inform their decision-making about family health mat-
ters. Participants particularly highlighted the roles that
men play in relation to finances and transport:
“Men are culturally dominant. They are the head of
the family, the decision makers in family planning,
and decide the number of children, decide about
whether to go to hospital for the baby - the
breadwinner. If they see health as important, then they
can provide the money for transport.”
Those consulted commonly spoke about likely in-
creased use of family planning, antenatal, childbirth and
postnatal care services:
“[Men] will understand more about the risks/problems
that the women have to go through the reproductive
life especially during the pregnancy, delivery and
postnatal period and may become more supportive for
seeking medical advice in [a] timely manner, decision
of family spacing and contraceptive use, use of
screening services …”
Conversely, our consultations clearly identified nega-
tive outcomes associated with the current lack of male
involvement:
“Men need to be involved in decisions because we have
the problem of women having poor access to care because
men make all the decisions at home, then don’t allow
women to come to hospital for information and care.”
Informants also perceived greater male involvement as
an important avenue for giving men information so they
can support healthy behaviours and health care seeking
for children, such as exclusive breastfeeding and child-
hood immunisation.
Several respondents noted that greater male involve-
ment in MCH services also presents an important op-
portunity for health services to engage with men in
order to provide both health education and services re-
lated to men’s own health:
“Now men can focus on their own health – non-
communicable diseases, weight, diet, smoking.”
Increased male partner support for family planning and
reproductive health services
While greater male involvement in maternal and child
health need not include being present during childbirth,
several informants mentioned this as a potentially life-
changing event:
“Childbirth can be a life changing experience for PNG
men. I’ve heard lots of fathers talk after seeing their
second or third baby born. They see and understand
[their wife] differently then, are more empathetic. They
are then more amenable to other sexual and
reproductive health stuff.”
Consultations also underscored the potential benefits of
male involvement in childbirth on men’s understanding of
the physical toll that pregnancy and childbirth takes on a
woman, leading to increased understanding of the import-
ance of longer birth intervals and smaller family size.
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Increased uptake of STI and HIV services
Participants identified improved prevention, testing
and treatment of STIs and HIV as a major benefit as-
sociated with greater male involvement. Several re-
spondents spoke of men’s right to know about the
risks of unprotected sex and STIs to the health of
their partner and children, as well as to their own
health. In antenatal clinics, it seems that in most set-
tings expectant fathers are currently only contacted
when a pregnant woman tests positive for an STI or
HIV. This approach places responsibility on the
woman and may cause harm:
“If a woman is positive for an STI, then the husband is
called to come. Either just to test or to get treatment.
Usually we tell the wife to bring him… It’s difficult for
them to come, there are issues of blame and conflict.”
Perceived challenges to increasing male involvement
Socio-cultural challenges
Most informants were quick to point out social and cul-
tural factors that dissuade men from becoming more in-
volved in MCH or dissuade women and health workers
from encouraging male involvement. Informants across
many countries noted that pregnancy, childbirth and
care of children are seen as ‘women’s business’. They
highlighted gender norms, shyness, stigma, gossip and
taboos as factors that prevent men and women openly
discussing matters relating to sexual and reproductive
health (SRH), and men being present when groups of
women gather. Contact between couples may be avoided
during particular periods, such as pregnancy and imme-
diately postpartum. Men may feel uncomfortable attend-
ing MCH clinics, due to the proximity of pregnant
women and expectation that reproductive health matters
will be discussed. Furthermore, women may feel uncom-
fortable attending antenatal care if men are present, par-
ticularly in clinics that afford little privacy or
confidentiality. Some informants also voiced a concern
that men may not want to attend health care services
because they are "associated with disease".
However, there were several suggestions that infor-
mants view culture as dynamic and open to change: “Re-
garding culture, it’s not how it used to be…culture is very
dynamic, it’s open to new ideas.” Some study participants
noted that such traditional norms are particularly open
to change when communities see clear health and other
benefits:
“Society has identified men’s roles. Traditionally these
(sexual and reproductive health) were a women’s issue.
But if it’s explained how they get HIV/STI and who is
responsible for violence, then they realise men play an
important role.”
Difficulty reaching couples with health information before
pregnancy
Informants noted that it is difficult to engage couples
before pregnancy in order to encourage planning for
pregnancy and pre-pregnancy health checks, because
in many contexts couples do not come into contact
with the health service or SRH information until the
first pregnancy. As one informant noted: “The ante-
natal clinic is the entry point to family planning.
There is unfortunately no opportunity before the first
pregnancy.” This was seen to put pressure on ante-
natal clinics to build pregnancy and health related
knowledge from a very low base. Others highlighted a
woman’s desire to “prove her fertility, to cement the
relationship” as a barrier to encouraging couples to
plan pregnancies.
Health centre resource constraints
A large number and variety of heath systems constraints
believed to mitigate against male involvement were re-
vealed, including very under-resourced health services
that do not have capacity to reach out to men. As one
respondent expressed:
“…antenatal care and clinics…are massively under-
resourced and under-staffed. There is literally no space
to involve men, no space on the floor, or time…Nurses
and health staff are already under great stress.”
Insufficient numbers of male health workers and inad-
equate training and support for male and female staff to
engage men were seen as barriers to male involvement
in some settings. Informants noted that insufficient
training means that many health workers are not
confident talking to couples together during clinic visits,
particularly on sensitive topics relating to SRH. When
asked whether health workers counsel couples or indi-
viduals about sex during pregnancy, several informants
noted a lack of confidence among health care workers to
talk about sex. One participant noted that even college
trainers are not confident to talk about sex with health
workers.
Inflexible clinic opening hours and men’s working time
constraints were also identified as barriers. In many set-
tings long waiting times in clinics are likely to deter men
who need to return to work quickly. Many informants
also mentioned that the physical layout of clinics is not
“male-friendly”. They pointed to the lack of separate
waiting rooms for men or couples, and large, busy wait-
ing rooms that might be intimidating for men. Many
clinics may also find it difficult to accommodate men
due to lack of physical space for private consultations
thus making the presence of men problematic.
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Health worker attitudes
In some settings, participants reported that health
worker attitudes may discourage men from becoming in-
volved – "[There is the] attitude of the service providers,
especially in the older generation, that it is the women’s
arena". However, other informants stressed that “staff
are not the issue here” and emphasised staff commitment
to engaging men in health services.
Conceptual barriers at the policy level
Several informants spoke of major policy-level concep-
tual barriers to male involvement, noting that the MCH
system has been designed with only women and children
in mind and is therefore unable to accommodate men.
There were frequent suggestions that including men
would require a “big paradigm shift”. Although many in-
formants saw major benefits to engaging men more in
SRH and MCH, they believed that other, more funda-
mental, maternal and child health system issues need to
be addressed first. As one informant reported: “when
provision of [antenatal care] per se is so grossly inad-
equate, then male involvement is just not a priority.”
Potential risks associated with greater male involvement
In general there was limited discussion of risks associ-
ated with male involvement. But several informants
noted concerns about putting extra stress on health
workers and limited resources: “clinics simply won’t
cope.” Other concerns included unintentionally dissuad-
ing single women from attending clinics alone when
couple attendance is encouraged, and men taking even
greater control over women’s domains. There were also
some concerns voiced about efforts to raise awareness
among men of the importance of STI prevention and
treatment and MCH, when services are not available to
meet increases in demand: “Awareness without services
is a waste of money.”
Opportunities for greater male involvement
Father interest in participation in MCH
Most informants expressed the view that many fathers
would be interested to participate in MCH services if
they were invited to do so, and that in some situations,
some fathers have already begun to participate in MCH
services during pregnancy and birth:
“They enjoy it, find it fascinating. At [a private
hospital] the husbands come to the antenatal clinic.
They learn how to support their wife. They get to cut
the cord, and to hold baby first. Even ‘bushy men’
think its great.”
Several participants suggested that men feel ‘left out’,
that “programs are all about women and children and
no one is looking after [men]” and that men feel “like a
forgotten and blamed bunch”. In relation to family plan-
ning, some participants spoke of men seeking care des-
pite feelings of shame and embarrassment: “Often the
men come at night. They hide themselves and come when
it’s dark to our house.” There was also recognition that
for men to attend health services requires bravery: “Oc-
casionally a brave guy stays [in the clinic] with his wife.”
Informants also highlighted a sense of responsibility
among some men – “people understand they have a re-
sponsibility” – which could be leveraged to engage men
in MCH issues.
Culturally appropriate messaging
Several participants argued that messages that build on
traditional cultural roles and values are more likely to be
successful, and that activities should be “culturally sensi-
tive, but spur changes”. Such messages could speak to
men’s traditional role as provider, with several partici-
pants noting that men may easily be convinced to better
participate if they were taught about the economic bene-
fits or health benefits associated with preventative care
and male involvement in MCH.
Engaging boys and men throughout the life-cycle
Many informants underscored the need to involve men
early in the life-cycle. Participants generally agreed that
both young men and women should be educated in SRH
and MCH, for example through school programs “from
the very beginning”, but acknowledged potential oppos-
ition by some faith-based organisations. Despite such
difficulties, informants in several countries noted on-
going efforts to improve SRH education in school set-
tings, primarily through ‘family life education’ or ‘life
skills education’ curricula. One respondent noted that it
is “really critical to create the language of responsibility”
among young people and that young men in particular
are “not understanding their role as a responsible father”.
Pre-marriage counselling through community structures
was suggested by several respondents, but the high inci-
dence of pregnancy before marriage and unplanned
pregnancy were noted as limitations of this strategy.
Engaging institutions
The need to work through a variety of institutions was
also noted. Many mentioned the need to engage with
community structures, such as the church, community
leaders, and schools. Participants spoke of the import-
ance of engaging with politicians and local leaders to en-
sure they are informed and political will is mobilised.
Participants also noted the need to engage a range of
sectors, including education, labour or employment, as
well as health, in order to spur change.
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Engaging men in both community and clinical settings
It is clear that our informants thought in terms of a var-
iety of settings where men might receive information
and services relevant to SRH and MCH. Outreach by
health workers and peer education were supported, with
greater emphasis on peer education. Strategies that
reached men in ‘male spaces’, such as during work
breaks, betel nut or ‘grog sessions’ were suggested. In
places where men’s clinics are available, group talks on
issues relevant to MCH were suggested. Other spaces in-
cluded church groups, schools, workplaces, and in other
community gatherings. Some mentioned a need for
workplace policies to enable greater male involvement in
SRH and MCH, such as allowing men time to attend
MCH services. Other suggested strategies for reaching
men included mass-media strategies such as talk-back
radio and TV.
Father-friendly clinics
Policymakers and practitioners outlined a variety of ways
that health services could be made more ‘male-friendly’,
including providing waiting spaces where men would
feel comfortable, such as a separate room where men or
couples can wait. Ensuring that staff have the time to en-
gage men and women effectively was highlighted as an
issue. The consultations also revealed the importance of
making male health workers available and training all
health workers to “include men in all discussions when
they come with their pregnant partners”. Some respon-
dents noted that simply having male staff in clinics can
challenge the belief that clinics are "women’s areas".
Most participants supported the concept of a routine
couple antenatal visit because it’s important for “men to
be there to hear this for themselves”, while noting that
men currently rarely or never attend an antenatal care
consultation with their pregnant partner. Many recog-
nised that pregnancy is a time when expectant fathers
are more receptive to information about MCH, when
“their ears are open.” When asked which visit would be
the most appropriate visit for the couple visit, most sug-
gested the first visit or ‘booking visit’. This is because de-
tection of health problems and counselling occur at this
and it gives men the earliest opportunity to support their
wives. Some suggested both the first and last (fourth)
antenatal visit, as the last visit is an opportunity for
health staff to review and remind both parents about
plans for birth. However, it was clear that many respon-
dents had not thought seriously about routine couples
visits previously and had not had the opportunity to
think through the details of such a visit. Respondents
warned that a couple visit should not be compulsory as
this might prevent single, unaccompanied women at-
tending ANC.
It was clear that men often accompany their wives to
the antenatal clinic although they are rarely included in
the consultation: “If they bring the husband, he is usually
hanging around outside”. There was also some recogni-
tion that this represents a potential opportunity for con-
tact with expectant fathers. For example, one participant
had tried providing group talks to men and women
about the topic of sex during pregnancy, to which “Any
men in the car park would come and listen.”
Discussion
Understanding the views of senior MCH policymakers
and practitioners is important in designing and imple-
menting context-specific, appropriate strategies to in-
crease male involvement in maternal and child health in
the Pacific. This research revealed strong agreement
amongst policymakers regarding the benefits of involv-
ing men in MCH, including increased use of clinic ser-
vices by women and children, increased use of family
planning, and allowing men to support practices that
promote MCH and challenge those behaviours that are
detrimental to MCH. Such findings are in keeping with
international findings regarding the greater decision-
making power [24, 50] and low health knowledge of
men [3, 24, 50], and their greater openness to new infor-
mation about their role as husband and father during
significant life events such as pregnancy and the birth of
a child [47, 51, 52].
Participants in this study also reported beliefs that in-
cluding men in MCH services may have benefits for
men’s own health. In many settings, men have very little
contact with the formal health system, particularly for
preventative services, and prefer to seek curative services
from a traditional healer or pharmacy [53]. For men, as
for women, pregnancy and early childhood provides an
opportunity to link parents to the health system. Efforts
to engage men in MCH education and clinical services
should therefore seize opportunities to provide men with
information and services related to their own health.
Health workers and educators providing men or couples
with information on health during pregnancy and post-
partum should routinely provide men with information
about healthy behaviours to reduce the risk of both
communicable and non-communicable diseases. Men
accompanying their female partner to antenatal or post-
natal clinics should also be offered testing and treatment
for STIs and other infections. In all cases, men should
routinely be provided with information on men’s health
services available locally.
While all MCH officials participating in this research
described clear benefits of greater male involvement in
MCH in terms of health outcomes for women and chil-
dren, many participants identified substantial barriers to
engaging fathers in MCH education and clinical services.
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Barriers to father participation in MCH highlighted by
MCH official in this research, including the belief that it
is inappropriate for men to actively participate or take
an active interest in MCH, and men feeling embarrassed
or uncomfortable attending clinical services with their
partner or child, are similar to findings from male in-
volvement research with community members and
health workers elsewhere in the world [37, 47, 50, 52,
54–61]. Importantly, participants in this study tended to
conceptualise interventions to engage men in MCH as
requiring men to attend clinical services with their fe-
male partner. However, promising findings from the
international literature, that may be applied in Pacific
contexts, suggest that men can be encouraged to take a
more active, positive role in MCH using alternative
strategies such as men-only group talks or one-on-one
peer-education [10, 62–65], community meetings [66–
68], distribution of information, education and commu-
nication materials [13, 16], or mass-media campaigns
[18, 64, 65, 67, 69, 70]. These types of community-based
interventions, as well as school-based programs, may
also be appropriate in Pacific contexts in which many
first pregnancies are unplanned and where first pregnan-
cies are often the first point of health education for cou-
ples, a challenge highlighted in this study.
Despite these sociocultural challenges to male involve-
ment in MCH, MCH officials consulted in this study
tended to report beliefs that many men in the Pacific
would welcome greater involvement in MCH education
and clinical services. This finding is in line with the re-
sults of other qualitative research in Laos [52], South Af-
rica [71], Uganda [72], and PNG [47]. In other contexts
where MCH education and services are considered
‘women’s business’, simply inviting male partners to at-
tend antenatal clinics, via a written letter, has been ef-
fective in making men feel more welcome and
increasing couple attendance [73], particularly when in-
vitations are tailored to local health concerns [74]. Our
findings that the attitudes of some staff, inadequate
numbers of male staff and lack of training for all staff on
how to engage men in MCH, also suggest that engaging
men needs to feature in health worker recruitment and
training. While the attitudes and capacity of health
workers has been identified as a barrier to male involve-
ment in other research [45, 47, 50, 52, 58], training and
support to all health workers, and recruiting male staff,
can facilitate engagement of men in maternal and child
health [4, 6, 59, 75]. In clinics, providing waiting areas
and consultation spaces that men feel comfortable in, or
separate spaces for men, was recommended by many of
our participants and has proven effective in other con-
texts [76, 77]. Changes such as providing a separate en-
trance or waiting area for men, or displaying posters,
magazines or educational DVDs that target men can
make clinics less daunting and more educational for
men.
Some of the changes suggested here to make clinics
more ‘father-friendly’ require health service providers to
have a more welcoming attitude towards fathers attend-
ing the clinic and to be mindful of the needs of fathers,
but will require minimal additional resources. Other ini-
tiatives, such as changes to recruitment and training of
health workers or changes to clinic infrastructure are
likely to have more substantial resource implications.
Considerations of resource constraints is particularly im-
portant given that many participants in this study
expressed concerns regarding the ability of already over-
stretched health staff and infrastructure to cater to ex-
pectant or new fathers, a perceived barrier found else-
where [50]. Health service providers are unlikely to
embrace new approaches, regardless of effectiveness, if
they present an added burden that exceeds capacity.
These findings underscore the need for holistic ap-
proaches to men’s involvement in MCH, that build
awareness regarding the benefits of engaging fathers in
MCH, while also building health system capacity to en-
gage and serve men.
Substantial variations in social, cultural, policy and re-
source environments across the Pacific mean that there
is unlikely to be one approach to engaging men in MCH
appropriate to all communities or countries. Rather, a
range of strategies is required. While Pacific actors can
draw on the global evidence regarding effective ap-
proaches to engaging men in MCH, our finding suggest
that concerted, policy-level efforts to increase men’s en-
gagement in MCH clinical and education services is un-
likely to occur in this region, until Pacific-specific,
context- and resource-appropriate strategies for en-
gaging men have been pilot-tested and proven feasible,
acceptable and effective. Several MCH officials partici-
pating in this research expressed support for program
strategies that work within or build upon cultural norms
that support maternal and child health. Building on cul-
tural norms such as men’s role in caring for their family,
can be an effective strategy for encouraging improved
health behaviours. For example, research shows that
men socialised to be the providers and protectors of the
family can be encouraged to share decision-making
more equitably with their female partner when the bene-
fits of doing so to the health of their families are clear
[11, 13, 14, 17]. Furthermore, if supported adequately,
many men will challenge traditional practices that might
endanger their partner’s health [71, 78]. Importantly, a
systematic review of interventions to improve gender-
based inequality and equity in health conducted by
WHO found that programs that seek to address gender-
inequalities that lead to poor health outcomes are often
more successful than those that simply accommodate or
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work around gender inequalities [67]. In Pacific con-
texts, initiatives that work with both men and women in
examining prevailing gender norms and roles and the
impact these have on health, while also engaging men to
play a positive role in supporting the health of their fe-
male partners and children, may therefore be most ef-
fective in improving MCH outcomes. In most settings,
initiatives to address underlying gender-inequalities that
lead to poor health are unlikely to be implemented
through the formal health system, requiring partnership
with non-government organisations working to improve
MCH and gender equality.
When asked about potential risks associated with in-
volving men more in MCH, some participants spoke of
the potential for some men to use their involvement in
MCH services to exert control over choices and infor-
mation usually controlled by women, a concern
highlighted elsewhere in the world [6, 67, 79]. Add-
itional risks of including men in clinical services in-
clude women feeling less free to discuss confidential
information with health workers, the risk of violence or
divorce when men learn information about their part-
ners’ STI, HIV, contraceptive or other health status, or
unintentionally dissuading women from attending ser-
vices when they cannot bring a male partner [53, 79–
82]. Programs that seek to increase men’s engagement
with MCH should therefore explicitly delineate men’s
rights to information and services verses women’s
rights to privacy and autonomy. Men have a right to in-
formation and services that will affect their own health
and that will enable them to avoid behaviors that may
pose a risk to the health of their partners and children.
However, men should not automatically be allowed to
participate in maternal health consultations or be given
access to the personal health information of their fe-
male partner, unless their partner consents to this. Ef-
forts to engage men in MCH – whether through
community-based or clinical services – should also
carefully avoid unintentionally giving the impression
that men should be the sole decision-maker regarding
issues related to MCH. Findings of this study and the
international literature underscore the need to involve
women in program design, to pilot test communication
materials and strategies, and explicitly promote equit-
able couple communication and decision-making for
health [6, 67]. Programs to engage men in MCH clinical
services must also allow women to choose how and
when male partners are present and involved in mater-
nal health clinical services. Health workers providing
MCH care should routinely ask women if they would
like their male partner to join the consultation, or in
the case of antenatal care, give pregnant women an in-
vitation that they have the option of passing on to their
male partner to attend subsequent antenatal visits.
This study has some important limitations. Only 17
out of 33 people invited to participate did so, while the
remainder of invitees did not respond to our invitation.
This may be a source of selection bias because those
self-selecting to participate may be more supportive of
male involvement in MCH than those who declined to
participate. Non-respondents did not give reasons for
not participating, therefore we are unable to further
examine this possible source of selection bias. Use of
‘snowballing’ as a selection strategy may have led to bias
because participants might be more likely to recommend
additional participants that they know are supportive of
engaging men in MCH. Finally, the researchers have pre-
viously advocated publically for greater health service
engagement with fathers and this may have influenced
both participant recruitment and induced participants to
provide socially desirable responses.
Further research and dissemination
Most senior MCH policymakers and practitioners par-
ticipating in this research articulated a range of benefits
that would result from greater male involvement in
MCH. This suggests that evidence-based, context-
specific strategies that have been pilot-tested for feasibil-
ity and acceptability are likely to be well received by se-
nior MCH officials and that, provided these strategies
are resource-appropriate, advocacy to increase men’s en-
gagement with MCH education and clinical services may
gain traction at least at the senior levels. A search of the
published literature reveals no rigorously evaluated male
involvement intervention in this region and no quantita-
tive studies of the health benefits of male involvement
for mothers and babies. These findings indicate that (1)
better dissemination of known impacts of male involve-
ment is needed and (2) rigorously evaluated Pacific-
specific male involvement pilot projects or trials which
measure the impact on health outcomes may be valuable
in encouraging action at the policy level. Policymakers
and planners consulted in this research consistently
highlighted the importance of locally appropriate strat-
egies for increasing male involvement, designed on a
strong understanding of local cultural and social norms.
Program design is therefore likely to benefit from sound
formative research into the knowledge, attitudes and
practices of local communities and health workers, and
from formative research to test the feasibility of strat-
egies prior to implementation.
Conclusion
Although our study suggested that senior MCH policy-
makers and practitioners in the Pacific perceive many
benefits from engaging fathers in MCH in terms of
health outcomes for women and children, substantial
challenges exist in engaging fathers. Perceived barriers
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to engaging fathers in MCH-related education and clin-
ical service may prevent the development of policies that
explicitly direct health service providers to include fa-
thers in MCH services routinely. Pilot studies that assess
the feasibility and acceptability of Pacific-specific,
context-appropriate strategies to increase father involve-
ment will be useful in addressing policymakers concerns
regarding barriers to engaging fathers. Our findings sug-
gest that efforts to increase father involvement in MCH
services in the Pacific will require initiatives to engage
boys and men of all ages in MCH in both community
and clinic settings, and to engage both men and women
in addressing gender inequalities that lead to poor
health. It will also be necessary to improve MCH infrastruc-
ture and service delivery to include expectant fathers. Pilot
studies should therefore focus on identifying appropriate
and effective strategies in these identified areas.
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